gree programs in quantitative medical science teach good coding practice.
Second, statistical code should undergo intramural peer review. Colleagues should routinely share code to receive constructive criticism just as they share drafts of scientific papers.
Finally, code associated with published research should be archived. Doing so would not only improve transparency and reproducibility but also help to ensure that investigators write better-quality code. One investigator whom we contacted was unwilling to archive his code with the journal because he had not "made any effort to make it . . . usable by others"; therefore, much of it was "dirty." We believe wellwritten code has more than cosmetic value and that dirty code may lead to scientific errors.
Failure to use statistical programming code or writing poor-quality code substantially threatens the validity of scientific findings. We urge the medical research community to take immediate remedial action.
Is the code well-annotated?
Extensive annotation such that one could substantially recreate the code using the annotations 
CORRESPONDENCE
Ethics and the Legalization of Physician-Assisted Suicide TO THE EDITOR: I read Sulmasy and colleagues' position paper (1) with interest. In Colorado, my patients-the voterslegalized physician-assisted death (PAD). We are concerned that the American College of Physicians (ACP) is taking such a firm stance on an issue that affects the heart of what the ACP has traditionally prioritized: the value of the physician-patient relationship. Although Sulmasy and colleagues' recommendations for end-of-life care are helpful and appropriate, they do not address the real-life situation when the patient, family, care team, and physician thoughtfully come to an educated decision that PAD may be best. Because we internists promote the importance of continuity of care and relationships with patients, it is easy to imagine that devaluing autonomy at the end of life would be harmful. This position does not seem to be concordant with the ACP's well-known and respected patient-centric advocacy. We hope that it can be reevaluated in the context of real-life patient care in the current day and that a less judgmental and more supportive conclusion may be reached for our patients and physician peers. Decisions about care for an individual patient are never black and white. 
TO THE EDITOR:
As a longtime member of the ACP and a practicing oncologist, I was disappointed in Sulmasy and colleagues' (1) position paper on the important topic of assisted dying. My disappointment started with the nomenclature-that is, the choice of the highly emotionally charged term physician-assisted suicide (PAS), which plays on readers' emotions. Patients are requesting assistance in ending a chronic medical condition, and a better term would be assisted dying or PAD. My disappointment continued with the oversimplification involved in assuming that the desire for PAD is due to inadequate symptom control or inappropriate depression. This assumption is an injustice to both the patients who are suffering from various medical conditions and have carefully weighed and considered their options before requesting PAD and the physicians who have valiantly but unsuccessfully tried to help alleviate their patients' symptoms and suffering. There are undoubtedly patients with inadequate pain or nausea control who may prematurely turn to PAD. A mandatory consult for symptom control when the disease enters the near-terminal phase would identify these patients and get them (appropriately) to a palliative care consult. However, modern medicine has not found a cure for amyotrophic lateral sclerosis or the progressive loss of neuromuscular control and dignity associated with it. No drug or amount of psychotherapy, time, or compassion can change the symptoms or suffering caused by this or many other degenerative neurologic conditions. To simply state that physicians should be present at these times is insensitive.
My final disappointment came from the fear mongering implicit in the statement that requests for PAD will be exploited or patients might be forced to choose this option. Data from Oregon, where PAD has been available for years, have shown no evidence of such exploitation. Again, panels can be used to ensure that patients are not coerced by family or insurers to prematurely select death. And, just as with abortion, physicians with religious or personal objections can opt out of participation. Let's move into the current century and allow terminally ill patients to control the timing of their deaths if they so desire. 
